Background: Sweet's syndrome, originally described as an acute febrile neutrophilic dermatosis, belongs to a class of skin lesions that histologically have intense epidermal and/or dermal inflammatory infiltrate of neutrophils without evidence of infection or vasculitis. Skin lesions of Sweet's syndrome most commonly present on the face, trunk, upper extremities, and hands. The presenting lesions are often confused with infections because of their clinical appearance. Methods: A retrospective search of the electronic medical record was performed to identify patients with Sweet's syndrome from 1996 to the present. These records were then reviewed to identify those patients who had Sweet's syndrome that involved the hands. Results: A total of 103 patients with Sweet's syndrome have been seen and treated at Scott and White Memorial Hospital since 1996. Of these, 49 patients had lesions on the hands. The presentation, treatment, and outcomes of several of these patients are presented. Conclusions: As physicians responsible for the treatment of hand lesions, it is important to consider the diagnosis of Sweet's syndrome because these wounds are unresponsive to antibiotics, do not benefit from débride-ment, and instead, require treatment with steroids. (Plast. Reconstr. Surg. 116: 497, 2005.) Many patients have presented to our plastic surgery department over the past several years with ulcerative hand lesions that were presumed to be acute hand infections but were found instead to be manifestations of Sweet's syndrome. Several patients were selected for presentation as typical examples of hand lesions seen in Sweet's syndrome. The inclusion of Sweet's syndrome in the differential diagnosis is important because treatment consists of steroids (not antibiotics or débridement), and 20 percent of patients will have an associated underlying malignancy.
PATHOGENESIS
Sweet's syndrome was originally described by Dr. Robert Douglas Sweet in 1964 1 and is also known as acute febrile neutrophilic dermatosis. Sweet originally described four cardinal features of this disease: (1) fever; (2) peripheral leukocytosis; (3) tender red plaques on the limbs, face, and neck; and (4) a dense dermal infiltrate of mature neutrophils. [1] [2] [3] Lesions typically appear as painful red or purple papules that coalesce into plaques, with pronounced edema in the upper dermis giving the lesions a vesicle-like appearance. 4 Although the cause is unknown, Sweet's syndrome has been described in association with many other disorders (Table I) . [3] [4] [5] One of the proposed mechanisms of pathogenesis for Sweet's syndrome is dysregulation of cytokines in hypersensitivity states. 6 This is supported by the association between Sweet's syndrome and many inflammatory disorders such as rheumatoid arthritis, lupus, infectious processes, and others. 
CLASSIFICATION
Classic or idiopathic Sweet's syndrome is the most common form of presentation. It has been associated with minor trauma, upper respiratory or gastrointestinal tract infection, autoimmune diseases, inflammatory bowel disease, and pregnancy. 6 Idiopathic Sweet's syndrome presents with a 4:1 female-to-male prevalence.
Thirty-six of the 49 patients (73.5 percent) that have been seen at our institution over the past 8 years with Sweet's syndrome involving the hand could be categorized in the classic/ idiopathic group. Of these 36 patients, 27 had no other associated illnesses and nine patients had lupus, rheumatoid arthritis, or inflammatory bowel disease. Three of these patients presented to our clinic within 1 week of each other in February of 2004, thus prompting the writing of this article. The case histories of these patients were remarkably similar. Each presented with a history of minor trauma (paper cut, cat scratch, and burn) that developed into large ulcerative and painful lesions on the hand over a period of approximately 2 weeks (Figs. 1 and 2). During this time, all three patients were treated with oral antibiotics prescribed by their primary care physician. All three patients were referred to plastic surgery for suspected persistent hand infections. Biopsies were performed that were indicative of Sweet's syndrome. They were started on prednisone 40 mg/day, which produced rapid resolution of the lesions. One of these patients had a diagnosis of rheumatoid arthritis, whereas the other two had no associated illnesses.
Malignancy-associated or paraneoplastic Sweet's syndrome 4 occurs before or concomitantly with, or heralds the return of cancer. Of the 20 percent of cases that are associated with malignancy, 85 percent of these will be hematologic malignancies. 4 The underlying hematologic disorder most commonly associated with Sweet's syndrome is acute nonlymphoblastic (myelogenous) leukemia, although it may occur with myelodysplastic syndromes, lymphoproliferative disorders, and multiple myeloma. Review of the world literature by Cohen et al. in 1993 found that the most common solid tumor malignancies associated with Sweet's syndrome were of the genitourinary organs (37 percent), breast (23 percent), and gastrointestinal tract (17 percent) ( Table I) . Of those tumors, adenocarcinoma was the most common histologic cell type, constituting 57 percent of the tumors, with 11 percent of the malignancies consisting of squamous cell carcinoma. 8 Thirteen of the total 49 patients (26.5 percent) in our study that had Sweet's syndrome involving the hand also had malignancies. One patient developed a myelodysplastic syndrome within 6 months after the successful treatment of his Sweet's syndrome, demonstrating how Sweet's syndrome can signal a forthcoming malignancy. We have seen one patient who developed Sweet's lesions immediately before the diagnosis of her breast cancer. Two patients who already carried diagnoses of cancer (lung cancer and mesothelioma) presented to our department for treatment of suspected hand infections that were subsequently proven to be Sweet's lesions. The patient with mesothelioma was referred from another institution after unfortunate surgical débridement of his index finger for what was thought to be an infected paronychia. His wound continued to progress, despite antibiotics, and a second lesion developed on the dorsum of the opposite hand. A biopsy specimen was obtained, which showed Sweet's syndrome. He was treated with steroids and his lesions, which were extensive, resolved.
Drug induced Sweet's syndrome, although the most rare form, is most frequently documented in patients receiving granulocyte colony-stimulating factor. 9 -11 Other medications that have been implicated include antibiotics (minocycline, nitrofurantoin, trimethoprimsulfamethoxazole), 12 antiepileptics, antihypertensives, oral contraceptives, and retinoids (Table I). 4 Two of the patients in our study were on antiepileptics for seizure disorders, and it remains unknown whether their Sweet's syndrome was drug induced or not. 
DIAGNOSIS
The lesions in Sweet's syndrome are distinctive and appear abruptly. They are raised and reddish purple, with sharp margins, and are typically painful presenting on the upper extremities, neck, face, and trunk. 3 Lesions enlarge and coalesce, with severe dermal edema, suggesting the appearance of a vesicle or pustule; however, the tissue is firm and on biopsy no fluid is present (Fig. 3) . Lesions may appear as vesiculopustules, plaques, nodules, or ulcerations. 6 The lesions also demonstrate pathergy in that they can erupt at sites of minor trauma such as a needlestick, burn, or cut. 13, 14 All of these features produce a clinical picture that is consistent with infection initially. The unresponsiveness of these lesions to antimicrobial therapy and the lack of associated cellulitis is a clue to the diagnosis. Biopsy of the lesions reveals a typical histologic picture of dense neutrophilic infiltrate in the dermis without a component of vasculitis (Fig. 4) . 13 Cultures will remain negative unless a superimposed infection has occurred.
Proposed diagnostic criteria for Sweet's syndrome have been suggested by Siu et al. 15 Two major and two minor criteria are needed for diagnosis. Major criteria include the following: 
TREATMENT
The treatment of choice for this disease involves a tapering course of corticosteroids. 16 Oral prednisone 40 to 60 mg/day is initiated and then tapered over a period of 3 to 4 weeks. A good response is almost immediate, with pain and systemic symptoms relieved within the first 1 to 2 days. Skin lesions resolve within 1 to 4 weeks, rarely with any scarring because disease is limited to the epidermis and upper dermis. 3 Recurrence is common if the taper is too rapid. A workup for underlying malignancy should be performed, either by the treating physician or the primary care physician.
SUMMARY
The purpose of this report is to highlight Sweet's syndrome as a possible diagnosis in the patient with an acute hand lesion. Of the 49 patients in the past 8 years at our institution who had Sweet's syndrome involving the hand, 18 presented to the plastic surgery clinic, 24 to the dermatology clinic, and seven to the internal medicine clinic (Table II) . Its frequent misdiagnosis as an acute hand infection can lead to unnecessary surgical débridement and harm to the patient. The typical violaceous, raised borders with central ulceration and the conspicuous absence of surrounding cellulitis are key components in the differentiation of the two conditions. Biopsy will reveal neutrophilic infiltrate in the dermis and no signs of vasculitis, and cultures will be negative. 
